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Executive Summary

The Division of Mental Health, Developmental Disabilities and Substance Abuse
Servicesis pleased to shareits strategic plan for 2010-2013 as required by the North
Carolina General Assembly. The plan reports strategies for further development of the
public system of mental health, developmental disabilities and substance abuse services
system and the accomplishments made during 2007-2010.

Notable changes occurred throughout the system since 2007. Thereis greater focus on
integration of services and supports within communities. There is heightened attention
to performance and outcomes. There is commitment to work smarter with limited
funding through tough economic times. Thereisan increased spirit of collaboration
across the State and between State and local levels. There is greater willingness among
all stakeholders to be accountable.

A brief historical perspective describes the planning process undertaken during reform of
the system in chapter 1, along with an exploration of the current environmental factors
affecting where we are now. North Carolina s response to health care reform and the
economic situation influences how we proceed.

Chapter 2 identifies multiple accomplishments as called for and guided by the 2007-2010
strategic plan and reports on the original measures of success. During just three years,
residents in North Carolina communities have gained increased access to:
- Mobile crisis teams that can respond immediately and on site in an emergency.
Inpatient psychiatric beds at local community hospitals.
Integration between behavioral health and physical health services.
Law enforcement officerstrained in crisis intervention.
Walk-in clinics with access to a psychiatrist on site or through telepsychiatry
conferencing equipment.
A team trained to work with individuals in crisis who have developmental disabilities
and mental health issues.
Crisis respite beds enabling families to restore calm and stabilization.
Person centered planning in the choice of services and supports.
Highly qualified providers.

State operated facilities are better able to provide evidenced based care and safety for
individuals who have the most intense needs and who are unable to provide for
themselves or obtain needed care in the community.

Asdefined in chapter 3, the Division is participating in the strategic planning initiative of
the Department of Health and Human Services. Thisinitiative involves all divisions and
offices of the Department in the development of a uniform mission, vision and values
applicable to al human services, aswell as goals and measurable objectives related to all
services of the Department. The Division believesits original mission, vision and
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guiding principles are fully included in the Department’ s broader view and is committed
to this process.

The State has entered a new era of best practices, information technology, health care
reform, communication, quality management and financial management. New strategies
are necessary and available to achieve the goals and objectives. Chapter 4 describes
strategl es to be emphasized during the coming three years. They include:
Continued development and administration of the Community Alternatives
Program-Mental Retardation/Developmental Disabilities Waiver (CAP-
MR/DD).
- Implementation of the Critical Access Behavioral Health Agency model
(CABHA) for mental health and substance abuse services.
- Expansion of local management entities’ participation in the State’s 1915 (b)/(c)
Medicaid waiver.
- Continued integration of mental health and substance abuse services with
primary heath care.
- Ensuring successful performance of local crisis services.
- Improved guidelines for involuntary outpatient and inpatient commitment
Processes.
- Effective management of the overall system.

Ultimately, success rests with al stakeholders, including consumers and their families,
providers, loca management entities (LMEs), as well as the Division, the Department and
legislators. With tight resources for the foreseeable future, innovation hinges more than
ever on skilled leadership. Yet, with everyone’s participation and commitment, the
accomplishment of the strategies will produce concrete, visible progress and changes for
consumers and families over the next three years.
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Chapter 1. Where are we now?

The purpose of a strategic plan isto clarify where we are now, where we want to bein
three to five years, how we plan to get there, and how we will evaluate our progress.
Clarification of where we are now takes into consideration the historical perspective, the
most recent accomplishments, and recognition of environmental factors that affect
operations and the capacity to effectively pursue the vision and mission. These lay the
foundation in preparation for future steps.

Historical Perspective

Nine years ago North Carolina charted a course to reform public services for people who
experience mental illness, developmental disabilities and substance abuse. The North
Carolina General Assembly mandated reform of how services were managed and
delivered in the state. The changes affected virtually every individual involved in the
system — consumers and family members, management and staff of state operated
facilities and community service providers, and State and local government.

In response to the mandate, the North Carolina Department of Health and Human
Services (DHHS or the Department) and its Division of Mental Health, Developmental
Disabilities and Substance Abuse Services (the Division) published State Plan 2001: A
Blueplri nt for Change and an annual plan on July 1 of each State fiscal year through
2005.

In 2006, the General Assembly mandated in Session Law 2006-142, HB 2077, that the
Division publish athree-year strategic plan beginning with state fiscal year (SFY) 2007-
2008. Thefirst plan was published July 1, 2007. This document is the next three-year
strategic plan that covers SFY 2010-2013.

Progress: 2007 through 2010

Specific accomplishments for each objective set in 2007 are discussed in chapter 2. The
objectives were:

Establish and support a stable and high quality provider system with adequate
number and choice of providers of desired services.

Continue development of comprehensive crisis services.

Achieve more integrated and standardized processes and proceduresin the
MH/DD/SA services system.

! To see previous strategic plans and the accomplishments made across the system during 2001-2006:
http://www.ncdhhs.gov/mhddsas/stateplans/plans accomplishments/index.htm
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I mprove consumer outcomes related to housing.

I mprove consumer outcomes related to education and employment.

Environmental Factors

The years of 2007 through 2010 have been rewarding, challenging and revealing for the
country and the State of North Carolina with changes in economic stability, health care
reform, housing, job security, the role of government, political values, additional support
for veterans, and scientific and medical developments.

When Governor Beverly Purdue took office in 2009, she focused North Carolina state
government on efficiency, accountability and results, and identified priorities on which
her administration would focus. All state agencies are participating in a strategic
planning process that includes results-based budgeting, performance and accountability
and is overseen by the Office of State Budget and Management.

In alignment with this endeavor, Lanier Candler, Secretary of DHHS, isleading a
department wide strategic planning effort to develop and implement uniform mission,
vision and values applicable to al of its divisions and offices, aswell as goals and
performance measures applicable to all services. The Division isafull participant in this
process.

The Department will submit its strategic plan due to the Office of State Budget and
Management in October 2010 including key performance measures and targets to enable
continuous monitoring and evaluation of progress toward the goals and objectives. These
measures will include budgetary information to enable review of costs and wise use of the
resources available, especialy in this time of economic hardship.

The Impact of the Patient Protection and Affordable Care Act (HR 3590) on
the MH/DD/SA service system?

The nation’ s healthcare reform is another environmental factor that must be understood
and taken into consideration as the Division proceeds in the design and development of
the public mental health, developmental disabilities and substance abuse services system.

The final health insurance reform legislation is designed to ensure all Americans have
access to quality, affordable health care and significantly reduce long-term health care
costs. Key provisions of thislegislation will have significant impact on those who

2 References. NAMI, 2010, Provisionsin the Senate Passed Health Reform Legislation for Americans
Living with Serious Mental 1lIness and Their Families; and House Committee on Ways and Means, Energy
and Commerce, and Education and Labor, March 23, 2010: Affordable Health Care for America, Summary.
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receive services from the mental health, developmental disabled and substance abuse
service system. Overall the legidlation addresses key areas intended to:

Offer quality and affordable health care for all Americans.

Provide investments in Medicaid and the Children’s Health Insurance Program.

Improve the provision of Medicare services.

Improve prevention of chronic disease and public health.

Increase the competency and availability of the healthcare workforce through

investmentsin training doctors, nurses and other health care providers.

= Focus on transparency and program integrity by providing consumers with
information about their physicians, hospitals and medical equipment companies.

= Improves access to innovative medical therapies.

= Make long-term support and services more affordable.

The provisions related to excluding individuals with pre-existing conditions from
receiving insurance will apply to people with serious mental illness, developmental
disabilities and a substance abuse diagnosis. There are also provisionsin the legislation
that provide for mental health and substance abuse parity and a voluntary public, long
term care insurance program to help individuals with serious mental illness and those
with functional limitations. Those who qualify would receive assistance to purchase
services that will assist in their maintaining personal and financial independence. On the
Medicaid front, the legislation calls for an increase in the number of people who will
qualify for services when the poverty level calculation changes to 133% of the federal
poverty level in 2014.

In the future it is anticipated consumers with mental illness will be guaranteed access to
all medications for mental illness as the legidation calls for codifying the legal authority
to ensure al medications to treat mental illness are on the prescription drug plan
formularies. Health care reform legislation will bring monumental changes in the way
mental health, developmental disabilities and substance abuse services are delivered,
though the details of those changes are not yet known.
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Chapter 2. What We Accomplished in 2007-2010

In the midst of changes at the national and state levels, the Division achieved many of the
objectivesit set in 2007, while adapting to a reduction of staff and state funding at all
levels of the system. Taken together, all the accomplishments can be considered a
foundation for securing and stabilizing the structure the Division and all stakeholders
have worked to build.

Appreciation of our Partners

We acknowledge and appreciate the collaboration and contributions of many partnersin
accomplishing the objectives of the 2007-2010 strategic plan. In addition to the
leadership of the Governor and of the Department of Health and Human Services and
collaboration with many divisions and offices within the Department, we recognize the
contributions of:

Individual consumers and their family members.

The North Carolina General Assembly (NCGA), including the Legidative

Oversight Committee (LOC).

The State Consumer and Family Advisory Committee (SCFAC).

Loca Consumer and Family Advisory Committees (CFACS).

Local Management Entities (LMES).

The NC Council of Community Programs.

Providers of mental health, developmental disabilities and substance abuse

services.

The NC Hospital Association.

The Division’s External Advisory Team.

The NC Association of County Commissioners.

Advocacy organizations.

The NC Institute of Medicine (NC IOM).

We a so recognize the newly formed Division of State Operated Healthcare Facilities
(DSOHF) that was once a section of the Division. DSOHF was established to oversee the
15 State facilities including the state psychiatric hospitals, the developmental centers, the
neuro-medical treatment centers, the alcohol and drug abuse treatment centers and
schools. The staff of DSOHF has continued the commitments made in the 2007-2010
strategic plan and their accomplishments are included here. Their goals and objectives
for the future are defined in a separate strategic plan. See the DSOHF web site:
http://www.ncdhhs.gov/dsohf/.
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Strategic Objectives of 2007 through 2010

Specific accomplishments, challenges, and outcome measures are recognized for each of
the objectives in this chapter, providing an update and picture of the MH/DD/SA services
system at the end of the 2007-2010 planning time period. The strategic objectives of the
strategic plan for 2007-2010 include:

% Establish and support a stable and high quality provider system with
adequate number and choice of providersof desired services.

s Continue development of comprehensive crisis services.

s Achieve moreintegrated and standar dized processes and proceduresin the
MH/DD/SA services system.

s Improve consumer outcomesrelated to housing.
¢ Improve consumer outcomesrelated to education and employment.

The successful effects of some of the objectives may be more readily apparent than
others. For example, considerable change is apparent throughout the State with regard to
the availability of local crisis services since 2007. That development is ongoing as
services and protocols are refined in their operations and in interaction with each other
and with established community services and supports.

Y et, aswe originaly indicated, ongoing effort and time beyond 2007-2010 is necessary to
fully develop employment opportunities in communities for consumers who desire to and
can work. Housing options continue to develop as well. Both require extensive
collaboration with other state and local partners that have primary responsibility for
education, employment or housing and both are affected by the current economic climate.

Sometimes one solution was found to meet requirements of two or more objectives. For
example, the work of three different objectives focused on consumers who are viewed as
high risk or high cost. A high quality provider system is required to ensure available,
appropriate, intensive and ongoing care. High risk individuals are defined in statute as
needing crisis services three or more times in the last year, so the ability of crisis services
to respond isimperative. A consistent approach to care coordination was addressed in the
standardization objective.

In each case, the Division uses this opportunity to share many accomplishments made and
challenges faced across the system during the last three years. The Division remains
committed to continuing thiswork asit evolves. Additional information about the
accomplishments can be found on the Division’s web site:
http://www.ncdhhs.gov/mhddsas/
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Establish and support a stable and high quality provider system
with an adequate number and choice of providers of desired
services

The last three years involved an intense focus on the provider system of mental health,
developmental disabilities and substance abuse services and supports across the State.
The action steps for this objective as defined in 2007 focused Division efforts on:
Empowering consumers to actively exercise choice, to participate in person centered
planning and to expect best practices and service quality.
Establishing system benefits and standards to reflect best and preferred practices for
each age/disability group.
Defining statewide provider performance standards and clarifying LMES
responsibility for holding providers accountable and reporting performance to the
public.
Establishing strategies for providers to enhance quality and effectiveness.
Continuing to implement best practices in stated operated facilities to complement
community services.

Measures of Success

Several outcome and performance measures were initially chosen to measure success of
this objective. Although targets were not set in 2007, each measure shows progress.

I ncreased percentage of consumers receiving timely and adequate care.
Data Source: Community Systems Progress Report, Timely Initiation & Engagement

The following tables show the percentage of new persons served statewide that were
engaged in treatment as evidenced by four or more visits within 45 days. Between the
beginning of SFY 2007 and the second quarter of SFY 2010 the percent of new
consumers rose for each disability group.

=  New consumers of Mental Health services rose from 19% to 27%.

Mental Health: 4 or more visits within 45 days
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= New consumers of Developmental Disabilities services rose from 41% to

52%.
Developmental Disabilities: 4 or more visits within 45 days
100% - e o
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= New consumers of Substance Abuse services rose from 40% to 43%.

Substance Abuse: 4 or more visits within 45 days
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= New consumers with dual diagnoses of mental health and developmental
disabilities (MH/DD) rose from 33% to 41%.

MH/DD: 4 or more visits within 45 days
100% +
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=  New consumers with dual diagnoses of mental health and substance abuse
(MH/SA) rose from 32% to 44%.°

MH/SA: 4 or more visits within 45 days
100% -

80% -+

60% 4 " et

40% -+ .

Pct of New Persons

20% - _

0%

Q1
SFY10

Ql Q3
SFY09

Q3 Q3
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I ncreased proportion of public resources spent on evidence based practices (EBP) and
best practices
Data Source: Medicaid and IPRS claims paid through month and year shown.

Table 1 shows the number of individuals receiving selected evidence based practices and
that the Medicaid and State funds spent on evidence based practices has increased since
2007. The availability and use of evidence based practices has grown.

The evidence based practices reported here include A ssertive Community Treatment
Team (ACTT), Community Support Team (CST), Intensive In Home (11H),
Multisystemic Therapy (MST), Psychosocial Rehabilitation (PSR), Substance Abuse
Intensive Outpatient Program (SA10P), and Substance Abuse Comprehensive Outpatient
Treatment (SACOT). Other evidence based practices are available from providers but are
not identifiable by claims data. For definitions of services, see:
http://www.ncdhhs.gov/mhddsas/servicedefinitions/index.htm

Table 1. Persons served and public resour ces spent on evidence based practices

Services SFYO07 SFY08 SFY09 SFY10YTD
as of Sept. 07 asof Nov. 09 asof Mar. 10 asof Mar. 10

EBP Dollars $60,373,229 $104,836,849 $232,960,610 $274,635,964
% total 2.4% 4.1% 9.3% 16.6%
Persons 11,537 16,021 24,426 31,611
% total 4.1% 5.4% 7.9% 12.0%

Total Dollars | $2,487,182,919 | $2,579,994,447 | $2,502,785,852 | $1,653,277,442
Persons 283,704 294,893 307,447 264,047

3 Highest value and lowest value in the graphs refer to high and low performing LMEs.
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I ncreased percentage of providersthat are nationally accredited for each disability
group

Data Sources: Commission on Accreditation of Rehabilitation Facilities (CARF),
Council on Accreditation (COA), the Council on Quality and Leadership (CQL), and The
Joint Commission (TJC). Updated information will be available in May 2010 from Pei
Chi.

Beginning in March 2006, providers of enhanced services were required to become
endorsed by the LME and to become accredited by one of the approved nationa
accrediting bodies (named above) within three years of the providers date of enrollment
as acommunity services provider. The Division’ssurvey of al providersin December
2007 revealed only three percent (3%) of all providers achieved the accreditation
standard. Asof March 2010, 60 percent of the 966 providers of community services are
fully accredited and another 19 percent are in the process of becoming accredited.*

Table 2. Status of provider accreditation by type of provider as of March 2010
Fully Accreditation Accreditation Total #
Accredited in Process not begun

Providers of community

services 583 (60%) 181 (19%) 202 (21%) 966
Providers of residential

services 332 (43%) 175 (23%) 266 (34%) 773
Providers of CAP-MR/DD

services 516 (62%) 30 (4%) 290 (35%)) 836

2007-2010 Accomplishments regarding High Quality Provider System

4 L eadership training was provided to over 100 State and local consumer and
family advisory committees (CFACs) on customer services, consumer rights,
policies and rules and their responsibilities in representing consumers.

v' Over 200 peopl e attended three regiona customer services and consumer rights
trainings on policies and rules.

* The timeline to become nationally accredited was modified and the array of services requiring
accreditation was expanded due to legislative mandates. S.L. 2008-107 established G. S. 122C-81 that set
anew timeline of one year to attain national accreditation for community service providers who enrolled in
the Medicaid program or who contracted for State-funded services on or after July 1, 2008. This provision
also established benchmarks to track progress towards accreditation during that timeframe.  The new CAP-
MR/DD waivers stipulated that effective with implementation on November 1, 2008, existing CAP
providers were required to become nationally accredited within one year and providers enrolled after
November 1, 2008 had one year from their effective date of enrollment to become nationally accredited.
The requirement for national accreditation of residential providers became effective with the signing of S.L.
2009-451 on August 7, 2009, where existing residential providers had one year from the signing of the
legislation to become nationally accredited. Any provider enrolled after the enactment of S.L. 2009-451 is
subject to the same endorsement and national accreditation requirements.
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v’ Critical enhanced service definitions were updated to ensure appropriate clinical
professional qualifications, strengthen eligibility criteria, and clarify key
elements of the evidence based practices.

v" Trainthetrainer events were held for al LME System of Care coordinators on
the purpose and facilitation of child and family teams and on services such as
Intensive In-Home and Multi-Systemic Therapy.

v’ Statewide provider performance standards were implemented in a phased
approach: enrolling al providersinto the NC CareLink system; implementation
of the Frequency and Extent of Monitoring (FEM) Tool and the Provider
Monitoring Tool; and development of the Consumer Perception of Care Survey
that will lead to provider performance reports.

Statewide provider performance measures were refined and are reported
quarterly in the Community Systems Performance Reports.

Requirements established for providers’ achievement of national accreditation.

Technical staff assisted the NC Commission for MH/DD/SAS in publishing the
Workforce Development Plan of 11 recommendations to the General Assembly.

Continued devel opment and implementation of the CAP-MR/DD tiered waivers
including the Comprehensive Waiver that serves about 10,000 people, and the
Supports Waiver that serves about 1,000 people with a Self Direction option.

Published Analysis of Service Gapsin the MH/DD/SA Service System in April
2010 that compiles all LME needs assessment reports and provides a system-
wide assessment of service needs.

v" Obtained DHHS and CMS approval of anew category of provider agency, a
Critical Access Behavioral Health Agency (CABHA), to improve accountability
to individual consumers and the clinical competence and oversight of providers.

v" Established three neuro-medical treatment centers with credentiali ng as skilled
nursing facilities for individuals with chronic and complex medical conditions
co-existing with neurological conditions consistent with a diagnosis of a
developmental disability, or severe and persistent mental illness such as gero-
psychiatric disorders or dementia such as Alzheimer's.

v" Thealcohol and drug abuse treatment centers (ADATCs) and State psychiatric
hospitals clarified admission criteria and protocols, implemented a medical
clearance policy and new medical transfer guidelines and established a seamless
framework for referring individuals to one ancther.

v'  DSOHF supported and participated in formal training provided by various
facilities to increase integration in the community and to improve continuity of
care between community providers and state operated facilities.

v" Based on a standardized survey of al guardians of individuals residing in the
three developmental centers, five new six-bed Intermediate Care Facility for the
Mentally Retarded (ICF-MR) group homes are planned to serve 30 individuals
with complex behavioral and/or medical needs whose guardians are in favor of
thelr moving to a community setting.

DN N NN

AN
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Continue development of comprehensive crisis services

Progress continues in establishing crisis services in North Carolinafor individuals with
mental health or substance abuse issues or with intellectual and/or developmental
disabilities. The integration of crisis servicesinto community systems of careis essential
to meeting each individual’s needsin a clinically appropriate and timely way.

A comprehensive crisis service system is critical to stabilize the public mental health,
developmental disabilities and substance abuse services system across all disabilities
statewide, ranging from community care to more intensive care in state operated facilities.
To be most effective, community crisis services must be fully integrated with existing
community medical and public safety emergency response systems. In addition, the State
strives to ensure appropriate use of the State' s psychiatric hospitals and alcohol and drug
abuse treatment centers. In every case, the intent is to create positive outcomes for each
individual served. These values have driven decisions and actions.

In early 2008, the Secretary of DHHS called for recommendations from a special advisory
group of physicians, university professors, hospital administrators and LME
representatives on the types of community crisis services needed. Although LMESs had
begun implementation, services were not uniform across the state. Therefore, the
Department requested additional funding from the General Assembly to support the
further development of specific community crisis services statewide.

In July 2008, the General Assembly recognized the necessity of this endeavor and
provided additional funding as shown in table 3 to ensure availability statewide of mobile
crisis teams, various services and telepsychiatry equipment at walk-in clinics, local
community hospital psychiatric beds, NC START teams and crisis respite beds.

Table 3. NC General Assembly Funding for Crisis Services
Y ear Legidation Funding Purpose
July 2006 SB 1741 $5.2M  For LMEsto develop long term plans and for
operational start up of local crisis services
July 2007 HB 1473 $13.7M  Continued implementation of the LMES' crisis
services plans
July 2008 HB 2436 $5.8M  For 30 mobile crisis teams across the state
$5.1M  For wak-in crisis and immediate psychiatric
aftercare
$1.8M  For start up of START crisisteams
$1.1M  For start up of crisisrespite beds
$8.1M For contracted community inpatient psychiatric
beds
July 2009 SB 202 $12.0M For SFYs 2010 and 2011 for new contracts with
community inpatient psychiatric beds
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The Division worked with LMEs and providers to implement these services; progress

made between 2007 and 2010 isidentified for each below. Seethe Division’sweb site

for current information: http://www.ncdhhs.gov/mhddsas/crisis services/index.htm.

The action steps of the 2007-2010 strategic plan for crisis services focused on:
Involvement of consumers and family membersin crisis service planning.

Comprehensive services and continuity of care.
Training on crisis intervention and stabilization techniques.

Cooperative relationships and protocols for care coordination among local crisis
services and community hospitals, primary care physicians, clinics, networks and

other community agencies.
Appropriate use of state facilities.

Measures of Success
The overall effectiveness of progress in meeting this objective has been measured in

terms of changesin consumer outcomes and system performance over time as indicated

below and using SFY 2006-07 as the baseline. Although targets were not set in 2007, the

measures show either stabilization or progressin the desired direction.

Reduced rate of re-hospitalizations within 30 days of inpatient discharge
Data Source: Community Systems Progress Report, State Psychiatric Hospital
Readmissions

The data shows no change in the percentage of persons readmitted within 30 days; it has
remained stable between 9-10 percent. However, the percentage of persons discharged

who were readmitted within 180 days decreased steadily from 23% to 20%. An
understanding of these data must take into consideration the number of bedsin the State

psychiatric hospitals, and thus the number of admissions, have been reduced. Also, crisis
services being